It is suggested that the practice of attempting to normalise children with Down's syndrome by subjecting them to major facial plastic surgery has no therapeutic benefit, and should be seen as mutilating surgery comparable to female circumcision.
A recent television documentary 1 was devoted to the use of cosmetic plastic surgery in people with Down's syndrome. This, it was claimed was of great benefit to them, in that, by normalising their appearance, the prejudice that they met because of their appearance and the diagnosis made evident by it, would be lessened, and they would thereby have an easier life. Although major surgery including bony reconstruction of the face was involved, no one in the programme suggested that there was any reason for the surgery, other than to influence the response of society at large to the patient. It was not for example, suggested that there was any improvement in function as a result, so that it cannot be compared with, say, cleft lip or palate repair, in which, although major social advantages result from the cosmetic improvement, equally great benefits result from the functional improvement obtained.
The surgery was therefore being undertaken solely because of society's perceived response to people with Down syndrome. If there was no stigma attached to the diagnosis, or if the facial appearance was not characteristic, then there would be no indication for surgery. There is however, no clear consensus that, even if the surgery was eVective in eradicating the characteristic appearance, which judging from the patients shown in the programme, it was not, this would improve the response. Is the response in fact thought to be so negative? Pueschel et al, 3 for example, in a survey of parents found that 72%
were not concerned about the eVect of the child's appearance, and 83% felt that the child was well accepted by society. Olbrisch 2 on the other hand, claims there is benefit in that children with Down's syndrome are stigmatised by their appearance, and are thought to look stupid. It could be argued that this could aVect their psychological adjustment. This view is not borne out by the findings of Lansdown and Polak. 4 They were able to show that although when asked, children were more likely to reject pictures of children with cleft lip or protruding teeth than pictures of children without deformity, children who themselves had had a cleft lip repaired showed no more overt disturbed behaviour than did children without facial deformity. It must be accepted that there is less stigma attached to cleft lip or protruding teeth than to Down's syndrome, however, Lansdown and Polak's findings do suggest that facial appearance is not a big factor in psychological adjustment. In a second study, Lansdown et al 5 were able to show that if children were ranked as having mild, moderate or severe deformity, those with the severe deformity adjusted best; it is suggested that because they were so used to a negative reaction it did not upset them. If this were applied to the usefulness of cosmetic surgery in Down's syndrome, it would suggest that far from being beneficial this could actually hinder psychological adjustment.
What then is the function of the surgery? A recurring theme of the television programme was that it made the children "more normal"; that it "normalised" them. The overriding function therefore seemed to be to make the children conform more closely to what the parents conceived of as the norms of their society, and therefore to make them acceptable in that society. Apart from the one patient shown who was an adult, none of the patients in the programme were old enough to give consent to the surgery on their own behalf, and since it was of no direct benefit to them, it must be questioned whether the parents had the right to consent for them. I have argued elsewhere 6 that on the related issue of consent to the use of children in publicity material such as medical television documentaries, if it is not possible to demonstrate personal benefit to the child, or that the public interest is in any way served, consent cannot be given for the child by the parent, (or anyone else for that matter). Consent to non-therapeutic surgery is in my opinion comparable to consent to publicity since no public or personal benefit accrues from it.
In considering the implications of facial surgery for children with Down's syndrome a parallel can be drawn with another form of surgery undertaken in order that the child may conform to the norms of the society in which he or she lives: circumcision. Most discussion of this topic centres on female circumcision, a procedure practised in some African societies, usually, but not exclusively Muslim. This may vary from relatively minor clitoral surgery to major removal of the entire vulva. 7 However, Abu-Sahlieh 8 argues that there is no diVerence between this and male circumcision when performed as a rite of passage by Jews and Muslims. Female circumcision is never performed for therapeutic reasons, and male circumcision only rarely so. It is performed because the parents believe that the child will be unable to function in his or her society without it. In this respect it is entirely comparable to facial surgery in Down's syndrome. Although there is little outcry against male circumcision, female circumcision is illegal in many Western countries where it is seen as a gross lifelong mutilation and assault which constitutes an abuse of the child. In that facial surgery in Down's syndrome is often equally major, painful and always therapeutically unnecessary, consideration should be given to outlawing it also. 
